-]

| oo orSosm oo APPLICATION FOR ATHLETE Plase check approprite o
| Mate Female PARTICIPATION IN SPECIAL OLYMPICS| O Special Olympics Athlete
Date of Birth / !
‘ ) ] Unified Teammate/Partner
Yeight - Weight County School or Agency
ame of Day Evenin
. Athlete: Phone Number: ( ) Phone Number: ( )
ot
Address: City: State: Zip:
Parent of Day Evenin
j_uardian: o Phone Number: ( ) o Phone %Iumber: { y
Address: Cily: State: Zip:
EMERGENCY INFORMATION
Person to Contact in Day Evenin
| Case of Emergency: . Phone Number: ( ) Phone Number: ( )
Address! City: State: Zip:
BEALTH AND ACCIDENT INSURANCE INFORMATION
Company Name:
‘ {Athletes without insurance, write NONE) Policv Number:
HEALTH INFORMATION
Please Clrcle Appropriate:
Down Syndrome YES NO Fainiing Spells YES NO
Allanln-axi;] instability Evagluoal'ion by X-ray YES NO :aat llines:b or Cold l’n1iu_lr_y - % NO
(circla YES lor positive, or negalive arnia ot Absence of 1 Teslicle NO
and NONE for no X-Ray availabla) NONE E%cem Cog:agious ?isea?e or Hepalitis YES NC
idney problems or 0ss 0
HISTORY OF funciion in one kidney YES NO
Diabeles YES NO Pregnancy YES NO
Heart Problems YES NO Bone of Join! problems YES NO
Seizures YES NO Gonlact Lens/Glasses YES NGO
Legally Blind YES NO Dentures/False Taath YES NO
Vision problems and/or less {han 20/20 Emotional problems YES NO
vision in one or both eyes ng h£ ip&cial Diet needs YES NO
Legally Deal sthma YES NO
Hearing Aid/Hearing problems YES NO High/Low Blood Pressure YES NO
Aequires Wheslchair YEB NO Other
Motor impairment red, special squipment YES NO
Non-Verbal Individual YES NO Blood Pressure ) Pulse:
Bieeding Problem YES NO COMMENTS - SEE BACK J
MEDICATIONS
Medication Name: Amount: Time: Date Prescribed:

Allergies to Medicatien:

IMMUNIZATIONS

Polio: Yes No

Eetanus: Yes No Date of last Tetanus Shot:

Signature of Person Who Completed Health Information (Normally signed by Parent, Guardian or Adult Athlete)

SIGNATURE: DATE:
|F THERE IS ANY SIGNIFICANT CHANGE [N THE ATHLETE'S HEALTH, THE ATHLETE'S CONDITION SHOULD BE REVIEWED BY A PHYSICIAN BEFORE FURTHER PARTICIPATION

MEDICAL CERTIFICATION

NOTICE TO PHYSICIAN: If the athlete has Down Syndrome, Special Olympics requires that the athlele have & full radielogical examination establishing the absence of Adanto-axial Inswzbility
before he/she may participate in sports or events which, by their nature, may resul in hyper-cxtension, radical fexion or direet pressure on the neck or upper spine, The sports and events for which

such a radiological examination is required are equestrian Sporis. gymnastics. diving, pentathlon, butterfly stroke, diving starts in swimming. high jump, alpine skiing and soccer.

CHECK: (11 have reviewed the above health infermation and examined \he named in the applcation, and cerufy \here ia no medical evidence availabis to me which would precluds the athlete’s pasucipation in Speqial Olympics.
THIS CERTIFICATION IS VALID UP TO 3 YEARS

Athlete
| Restrictions: |
{ Physici an's Name: Phone Number { )
Hdress: City: Slate: Zip:
l PHYSICIAN'S SIGNATURE: DATE:

Created by the Joseph F. Kennedy, Jr. Foundation
Authorized and Accredited by Special Oympics, Inc., for the Bensfit of Persons with Intellectual Disabilities



Doctor's Comments:

RELEASE TO BE COMPLETED BY ADULT ATHLETE

b am at least 18 years old and have submitied the attached application for participation
in Spacial Olympics.

| represent and warrant that, 1o the best of my knowledge and betief, | am physically and mentally able lo participate in
Special Olympics activities. | also represent that a licensed physician has reviewed the health information contained in my
application and has certilied, based on an independant medical examination, that there is no medical evidence which would
preclude me from participating in Special Olympics. | understand that if | have Down Syndrome, | cannot participale in sporis
or events which by their nature result in hyper-extension, radical flexion or direct pressure on my neck or upper spine unless |
have had a full radiological examination which esiablishes the absenca of Allanto-axial Instability. 1 am aware that | mus! have
this radiological examination before | can participate in equestrian sports, gymnastics, diving, pentathlon, putterfly stroke,
diving starts in swimming, high jump, alpine skiing, and soccel.

Special Olympics has my permission, both during and anytime after, to use my likeness, name, voice, or words in aither
{alevision, radio, film, newspapers, magazines, and other media, and in any form, lor the purpose of adverlising or
communicating the purposes and activities of Special Olympics and/or applying for funds 10 support those purposes and
activities.

if, during my panticipating in Spacial Olympics activities, | should need emargency medical treatment, and 1 am not able to
give my consent or make my Own arrangements for that treatment because of my injuries, | authorize Special Olympics 10 take
whatever measures are necessary to protect my health and well-being, including, if necessary, hospitalization.

|, the athlete named above, have read this paper and fully understand the provisions of the reloase that | am signing. |
understand that by signing this paper, | am saying that | agree 10 the provisions of this release.

Signature of Adult Athlele Date I A |

| hereby centify that | have reviewed this relaase with the athlete whose signature appears above. 1 am satisfied based on
ihat raview that the athlete understands this release and has agreed to its terms.

Name (Print):

Relalionship 1o athlete

RELEASE TO BE COMPLETED BY PARENT OR GUARDIAN OF A MINOR ATHLETE

| am the parent/guardian of /— a minor athlete, on whosé behalf |
have submitted the attached application for participation in Special Olympics. | hereby represent that the athlete has my
permission o participate in Special Olympics activities.

| further represent and warrant that to the best of my knowledge and belief, the athlate is physically and mentally able 1o
participale in Special Otympics. With my approval, a licansad physician has reviewed the health information set forth in the
athlele's application and has certified pased on an independent medical examination that there is no madical evidence which
would preciude the athlete's participation. | understand that if the alhlete has Down Syndrome, he/she cannot participate in
sports or events which by their nature resull in hyper-extension, radical flexion or direct pressure on the neck or upper spine,
unless a full radiclogical examination establishes the absence of Allanto-axial Instability. | am aware that the sports and events
for which this radiologicai examination is required are equestrian sports, gymnastics, diving, pentathlon, butterfly stroke, diving
starts in swimming, high jump, alpine skiing, and soccer.

In permitting the athlele lo participate, 1 am specifically granting my pemission, (both during and anytime alter), to Special
Otympics 10 us® the athlete's likeness, name, voice and words in telovision, radio, film, newspapers, magazines and other
media, and in any form, for the purpose of advertising of communicating the purposes and activities of Special Olympics
and/or applying for funds to support those purposes and activities.

if a medical emargency should arise dunng the athlete's panicipation in any Special Olympics activities, at a time when |
am not paersonally present so as 1o be consulted regarding the athlete's care, | hereby authorize Special Olympics, on my
behalf, to take whatever measures are necessary to ensure ihat the athlete is provided with any emargency medical freatment,
including hospitalization, which Special Olympics deems advisable in order to protect the athlete's health and well-being.

1 am the parent (guardian) of the athlete named in this application. | have read and fully understand the provisions of the
above release, and have explained these provisions to the athlets. Through my signature on this release form, | am agreeing
\o the above provisions on my own behalf and on the behalf of the athlete named above.

| hereby give my permission for the athlete named above lo participate in Special Olympics games, recreation programs,

and physical activities programs.

Signature of parent/guardian Dale / )

Additional copies of this form are availabe free of charge. To order call SOPA at (800) 235-9058 Rev. 6-01




